Viewpoint 

LICENSING CAN SERIOUSLY DAMAGE YOUR HEALTH 
(AND THE UK NATIONAL STRATEGY) 


A recent Home Office consultation document 1 has proposed that the current law 

on licensing doctors involved in the treatment of addiction should be extended 
far beyond its current limits of heroin, cocaine and dipipanone to include: 

• A licence requirement for prescribing any controlled drug in Schedule 2 or 3 with 
the exception of methadone liquid or mixture on an NHS prescription 

• A licence requirement for prescribing any controlled drug in Schedule 2 in 
injectable form 

If you are concerned about the possible impact of these licensing proposals please read on 
and add your support against this proposal via e mail, licence.consult@dial.pipex.com or 
write to Bill Nelles, 35 Cavendish Road, London, N4 1RP 
Please give your name and details of who you are, what you do, and your concern 


This new licensing proposal was recommended “in order to reinforce the clinical standards set 
out in the Guidelines 2 and to tackle the problems caused by inappropriate prescribing, 
especially overdose death and leakage of prescribed drugs on to the illegal market.” 

In itself licensing is not sufficient to counter inappropriate prescribing, and it may have the 
opposite effect to that intended. For instance the potential important contribution of 
methadone alternatives, such as buprenorphine, or LAAM, will be stifled. It ends the flexible 
and coveted British System of prescribing, so envied by those countries we now seek to 
emulate. Furthermore drug companies will not see it as a profitable exercise to invest in 
research for new and better drugs to treat addiction if only a few licensed doctors can 
prescribe them. 

Inappropriate prescribing would be far less now if teaching about substance misuse was a 
core part of undergraduate and postgraduate medical education for GP registrars, as was 
recommended in 1990 by the ACMD in a report 3 , which was accepted by ministers but not 
acted upon. Instead, since then education in medical schools on drug misuse has 
substantially reduced 4 and this is not being rectified. 

Although the licensing proposals have profound implications for doctors, there has been no 
widespread debate within the medical profession. Of the 36 bodies who were officially 
consulted few had any representation from GPs who were actively engaged in treating drug 
misusers. Those that did have such representation do not support it. The Royal College of 
GPs and the two GPs on the ACMD reject the proposal. Furthermore, at the last annual 
RCGP conference on the Management of Drug Users in General Practice, there was shock at 
the failure to consult the doctors who will be mainly affected. This was the first time that most 
of these GPs had heard about the proposal, and the end consensus statement abhorred this 
lack of consultation. 

The proposed licensing changes may increase anxiety and reluctance among the doctors 
contemplating whether to start treating drug users, and they will place additional hurdles for 
practices already doing this. A practice may have only one licensed GP, and when that doctor 
is absent his or her colleagues will be barred from providing cover. If any urgent change to 
the prescription is required, conflict and distress amongst patients and staff at the practice will 
be likely when a replacement prescription has to be refused. It will only take one or two such 
instances for an average practice to decide to pull out of the treatment process. This will 
discourage participation in shared care schemes, which are a pillar of current government 
strategy, and make targets in this area more difficult to achieve. 
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Encouraging GPs to become involved has been a slow process, but there are great benefits of 
involving even a relatively small percentage of the UK’s 36,000 GPs. Licensing will deter such 
involvement. Many GPs not wishing to be seen as the local licensed expert will decline to be 
involved. They will view it as official recognition that non-specialist doctors should stay away 
from this area of medical practice. Because of the size of the workforce, the costs are large of 
even a small percentage of GPs pulling out. 


As GPs and psychiatrists working on the front line, we anticipate the following 

consequences: 

• Specialist drug services, which are already stretched beyond capacity, will become 
overwhelmed with drug users seeking help they cannot obtain from their GP or 
elsewhere. 

• Waiting lists for treatment will grow progressively longer. 


As treatment reduces drug-related deaths, crime and injecting, the consequence 

of failing to access treatment will be: 

• More drug-related deaths, counteracting recent recommendations 5 to help reduce 
fatalities. 

• A rise in blood borne virus infection rates. We already have a national disaster from 
the hepatitis C epidemic. This will worsen. 

• A deterioration in the health problems of drug users, their families, and local 
communities. 

> More crime on the streets perpetrated by those unable to access treatment. 


An alternative has been suggested, which would provide access to high quality, evidence- 
based interventions, and be flexible enough to meet the needs of the range of potential users 
of services. It includes incentives if protocols are followed, and a robust system of clinical 
governance. Are policy makers flexible enough to accept a better solution? 

Article written by: Dr Berry Beaumont GP London; Dr Tom Carnwath, Consultant Psychiatrist, 
Manchester; Dr William Clee GP Wales; Dr Chris Ford GP London; Dr Mark Gabbay GP Liverpool; 

Dr Roy Robertson GP Edinburgh; Dr Daphne Rumball Consultant Psychiatrist, Norwich; Dr Tom 
Waller Specialist in Substance Misuse, Ipswich 
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If you would like to add your voice of concern over the licensing proposals please e mail: 
licence.consult@dial.pipex.com, or write to Bill Nelles, 35 Cavendish Road, London, N4 1RP 
Please give your name and details of who you are, what you do, and your concern 
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